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Fig. 1. Schemeofbrachialartery-to-brachialveinAVF. Brachial vein has been transposed and 
superficialized to obtain easy hemodialysis access. (Reprinted with permission: Gessaroli M. 
Accessi vascolari per emodialisi. Torino: Minerva Medica, 1994:78.) 
the superficialized brachiobasilic arteriovenous fi tula seem 
to justify another try. 
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Fig. 1. Intraoperative intracerebral angiogram after 
thromboendarterectomy f internal carotid artery: partial 
embolic occlusion of middle cerebral artery (arrow). 
Carotid endarterectomy and local intraarterial 
thrombolysis: Simultaneous procedure in acute 
occlusion of  the internal carotid artery and middle 
cerebral artery embolism 
To the Editors: 
Patients with severe neurologic deficits caused by acute 
occlusion of the internal carotid artery represent a prognos- 
tically unfavorable group with a persistent neurologic defi- 
cit of 40% to 69% and a mortality rate of 16% to 55%. 1 
CASE REPORT 
We report a case of a 66-year-old man with symptom- 
atic stenosis of the left internal carotid artery ( > 90%). Two 
weeks before he was admitted, he had two left hemispheric 
transient ischemic attacks with right arm and facial 
weakness. At the first neurologic examination a 90% 
stcnosis of the internal carotid artery was diagnosed by 
Doppler study and magnetic resonance angiography. The 
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Fig. 2. Selective angiography of left carotid artery 3 days after eversion endarterectomy: 
extracranial part of internal carotid artery (A), intracerebral internal carotid artery with patent 
middle cerebral artery (B,C). 
computed tomography scan of the brain revealed small 
lacunar infarctions but no fresh cortical ischemia. Carotid 
endarterectomy of the symptomatic carotid artery stenosis 
was recommended, but the patient refused any treatment 
until a third episode of brachiofacial weakness occurred. 
After he was admitted to the Department of Vascular 
Surgery, the patient had a severe left hemispheric stroke 
even though he was given therapeutic levels of heparin 
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(25,000 IU intravenously daily), with complete hemiplegia 
of the right side, global aphasia, and progressing lack of 
consciousness. Acute carotid artery occlusion was diag- 
nosed (Doppler study, loss of bruit), and emergency 
operation by carotid endarterectomy was performed. 
Intraoperative n edle-angiography after eversion endarter- 
ectomy revealed partial occlusion of the middle cerebral 
artery (Fig. 1). We performed additional intraoperative 
lysis-therapy via the reconstructed internal carotid artery 
(500,000 IU urokinase). Three hours after operation the 
patient's hemiplegia nd aphasia diminished step-by-step, 
and after 24 hours the patient recovered almost completely 
from his neurologic deficits. A selective carotid angiogram 
obtained 3 days later showed evidence of a normal 
intracerebral vascular architecture with no residual throm- 
boembolism (Fig. 2). At discharge from the hospital, the 
patient was free of complaint. A last neurologic examina- 
tion indicated only a slight weakness of a facial branch and 
signs of dysdiadochokinesia of the right arm. 
DISCUSSION 
Although several series of emergency carotid endarter- 
ectomies with sometimes dramatic recovery have been pre- 
sented, acute stroke is generally considered as a contraindi- 
cation to carotid endarterectomy, with rare exceptions in 
individual cases. 2'3 The reasons for this include neurologic 
instability and fear of clinical deterioration by secondary 
hemorrhage in the infarcted area. It has been demonstrated 
that acute cerebrovascular terial occlusion could be 
treated successfully by local intraarterial nd systemic lysis- 
therapy. 4,s Failure oflysis-therapy ofan acute carotid artery 
occlusion can occur in patients with a preexisting high- 
grade stenosis. Mso thrombolysis  not able to treat athero- 
sclerotic arotid artery stenosis ufficiently from a surgical 
point of view because a high-grade carotid artery stenosis 
remains, causing the risk of ongoing embolism. Therefore 
simultaneous carotid endarterectomy and intraoperative 
lysis-therapy may be a therapeutic alternative in the treat- 
ment of acute ischemic stroke by carotid artery occlusion 
and middle cerebral artery thromboembolism. 
This is the first case of a simultaneous emergency ca- 
rotid endarterectomy and intraoperative thrombolysis in 
the treatment of acute carotid artery occlusion and middle 
cerebral artery embolism in the literature. This procedure 
should be taken into consideration i  the treatment of acute 
stroke in patients with a preexisting high-grade carotid 
artery stenosis. 
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Regarding "What you did not know about the 
North American Symptomatic Carotid 
Endarterectomy Trial" 
To the Editors: 
I am writing in response to the communication from 
Dr. Strandness (J VASC SURG 1995;21:163-5). 
Although he served on the data monitoring committee 
of the North American Symptomatic Carotid Endarterec- 
tomy Trial (NASCET), Dr. Strandness has several misper- 
ceptions regarding the trial. First he should realize that the 
ultrasound ata are not central to the conduct of the 
trial. It is more important hat patients be monitored 
clinically when they have carotid artery stenosis. Patients in 
NASCET are seen regularly by neurologists with a 
particular interest in stroke. The use of routine ultrasonog- 
raphy after endarterectomy in addition to close clinical 
follow-up is questionable) 
Second, Dr. Strandness complains that angiographic 
data on patients with neurologic events were not analyzed. 
These have in fact been analyzed. 2 
Third, he claims to have expertise in the conduct of 
clinical trials because he has served on the monitoring 
committees of clinical trials. He should realize that there is 
a difference between serving as a monitor to the scientific 
scrutiny of clinical procedures and actually participating in
clinical trials by being willing to randomize patients. 
Fourth, he expresses concern about the costs to the 
health care system of cerebral angiography. He apparently 
is not concerned about the costs to the health care system 
and patients of inappropriate ndarterectomies in cases 
where ultrasonography as overestimated the degree of 
stenosis. He also is not concerned about cases where 
ultrasonography falsely calls an artery occluded when in fact 
it is severely stenotic, thereby depriving patients of a proven 
therapy. 
I believe the Editors have lapsed in their duties by 
